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I. Overview

The Indian Hedlth Service (IHS) gpproaches the next millennium in the midst of the most profound
changesinitshigory. It is smultaneoudy faced with the challenges of downsizing and restructuring
our adminigrative infrastructure, providing for local control of resources to tribes wishing to exercise
their options of salf-determination, renventing oursavesthrough the directives of the Reinventing
Government/Nationa Performance Review process, and demondrating “results’ consstent with the
Government Performance and Results Act (GPRA). This strategic plan plots a course for the
Agency to fallow over the next Six yearsin light of this changing environment. 1t is based heavily on
efforts made over the past three years toward reorganizing the IHS under the guidance of the Indian
Hedth Design Team (IHDT).

In October of 1994, Dr. Michael Trujillo, Director, IHS, announced hisvison of anew IHS that
would be the best primary care hedlth system in the world. Viewing change as an opportunity, he
outlined an gpproach using broad stakeholder participation for being more respongive to the
changing expectations of Indian people and the redities of federal government downsizing and
increasing hedlth care costs. In early 1995, the Director charged the IHDT to develop a plan for the
reorganization of the IHS. The IHDT was composed of the primary stakeholders of Indian hedth
care: Indian people, triba leaders, and IHS employees. Of the 29 people serving on the IHDT, 22
were triba and/or urban Indian program representatives. |n addition, input for the reorganization
process was solicited by the IHDT from:

1. presentations and written recommendations from seven technical work groups compaosed of
federd, tribal, and Urban representatives,

2.  surveysof consumers needs and their expectations relative to hedth care,

3. surveys (written and eectronic) of al IHS employees regarding concerns and suggestions for
reorganization, and

4. focus group sessons for Area and Headquarters staff for discussion and suggestions
relaiveto IHDT recommendations.

Through a series of facilitated planning sessons, the IHDT synthesized this information and reached
consensus on an gpproach for reorganizing the IHS. The primary approach identified was to focus
on efforts to support and empower the loca hedth ddivery program, whether it be IHS operated,
tribally managed, or an urban Indian hedlth program, henceforth referred to collectively asthe



“I/T/U.”  Thisreorganization plan dso included new Mission, Goal, and Foundation statements
and aset of Guiding Principles which provide the bass for this Strategic Plan.

[I. Mission, Goal, and Foundation of thelHS

M1SSION:
The misson of the Indian Hedth Service, in partnership with American Indian and Alaska Native
people, isto raise their physical, mentd, socid, and spiritua hedlth to the highest level.

GOAL.:
To assure that comprehensive, culturaly acceptable persond and public hedth services are available
and accessble to American Indian and Alaska Native people.

FOUNDATION:

To uphold the federal government s obligation to promote healthy American Indian and Alaska
Native people, communities, and cultures and to honor and protect the inherent sovereign rights of
tribes.

II1. Guiding Principlesof theIHS

PATIENT CARE COMESFIRST
The concepts of patient (i.e,, individua, family, or community) and care (i.e. curative preventive,
traditiona, educationd) are referred to in the broadest sense.

BE CUSTOMER-CENTERED

Being customer-centered shal become a core vaue in the misson of dl Indian organizations aong
with the IHS. Customersinclude dl people, tribes, and other Indian organizations dependent on a
program's Services.

FOCUSON HEALTH

Clinicd, public hedth, and adminigrative functions shal be focused to promote high quaity and cost
effective patient care services directed toward improving the hedlth status of American Indian and
Alaska Native people.

SOVEREIGNTY

The federd government shal honor, uphold, protect, and advocate inherent sovereign rights and
rights of the American Indian and Alaska Native Nations as evidenced by the tresty Sgning process,
the content of those signed treeties by the signatory parties, and as afforded by the U.S. Condtitution,
Tregties, U.S. Statutes, Treaty Cessons, State Congtitutional Disclaimer Provisions, Agreements,
Internationa Declarations of Indigenous Peoples Rights and Executive Orders.



CULTURAL SENSITIVITY
Structure, programs, and services shdl be designed in partnership to respect culturd diversity a the
locd leve.

TRUST RESPONSIBILITY
The Federa government has the trust responsbility to provide hedth servicesto Indian people.

EMPOWERMENT/ADAPTABILITY
Sufficient decison making autonomy shall exist at the loca level to enable capacity to address service
delivery needs.

ACCOUNTABILITY

Accountability systems shdl be designed to ensure efficiency, effectiveness, and patient and customer
satisfaction regarding the achievement of IHS primary mission involving patient care, hedlth
promotion, and advocacy for triba governments and Indian organizations.

TREAT EMPLOYEESFAIRLY
Employees shdl be treated fairly and compassionady in dl changesin the structure and programs of
Indian hedlth programs.

EXCELLENCE
Commitment to excellence shdl be achieved and maintained in adminigrative, clinica, and public
health programs and practices.

SYSTEM-WIDE SIMPLIFICATION
Adminigrative requirements and systems shdl be smple and efficient for dl Indian hedth programs.

FULL DISCLOSURE AND CONSULTATION
The IHDT products shdl be provided to stakeholders. Consultation shall be undertaken with Tribes
and Indian organizations to achieve knowledgesble participation in decison making.

V. Strategic Objectives

The following Strategic Objectives have been identified as essentia for the redization of our
Mission, Goal, and Foundation and supporting our Guiding Principlesover the next Six years.
These broad objectives set along-term programmetic, policy, and management course for the IHS.
They are aso consstent with the most recognized approach to evauating hedlth care organizationsin
that they address the structure, process, and outcomes of hedth care ddivery and they provide the
conceptua and philosophical framework for sdecting performance indicators.



Strategic Objective 1: Improve Health Status

To reduce mortality and morbidity rates and enhance the quality of life for the eligible
American Indian and Alaska Native population.

RATIONALE AND ASSESSMENT APPROACH

Achieving the Misson of the IHS requires improvements in hedlth status of American Indian and
Alaska Native peoplein the broadest sense. The most objective and vaid measures for dem+
ondrating improved hedlth status are mortdity and morbidity rates which can serve as “outcome”
measures/indicators or objectives. However, it is sometimes more practical and appropriate,
particularly in the short run, to measure activities or processes that have sgnificant potentia to
contribute to improved hedth Satus. Activities that may be essentia and at least useful but not
necessarily adequate in improving hedth status are “ process “ indicators (e.g., establishing basdine
asessments). “Impact” indicators represent documented reductions in risk factors of mortality and
morbidity such as number of people quitting smoking, maintaining gppropriste weight, or using child
resdraintsin cars. Such reductionsin risk factors have a scientificaly demonstrated association with
improved mortdity and morbidity.

In partnership with I/T/Us, the IHS will select a combination of process, impact and outcome
indicators that represent the priority hedth areas for the Agency asawhole. In addition, Areas and
local 1/T/Us may dect to select additional messures that reflect their unique priorities. The IHS will
also seek collaborative partnerships with other Agencys and organizations in efforts to improve the
hedlth status and quality of life of the American Indian and Alaska Native people.

Strategic Objective 2: Provide Health Services

To assure access to high quality comprehensive public health services (i.e., clinical,
preventive, community-based, educational, etc.) provided by qualified culturally sensitive
health professionals with adequate support infrastructure (i.e., facilities, support staff,
equipment, supplies, training, etc.)

RATIONALE AND ASSESSMENT APPROACH

Assuring the accessibility and acceptability of high quality comprehensive hedth servicesisthe
primary method for the IHS to improve the hedlth status of the American Indian and Alaska Native
people, and is where over 90 percent of IHS resources are directed. Many clinic based services
directly reduce mortaity and morbidity by intervening in injuries control and disease processes.
Some services such asimmunizations, or clean fluoridated water, actually represent reduction in risk
factorsto disease and thus are, in and of themsdlves, impact in nature. Other services such as




community education and well baby clinics have aless direct effect on preventing disease by
empowering families and individuas to more effectively practice hedthy behaviors.

Four critical eements have been selected for assessing hedlth care: accessibility, acceptability,
qudity, and coverage. Whileit isuseful for al four to be assessed by the consumer, only the
consumer can adequately assess accessibility and acceptability because they only have red vdidity
from the consumers perspective. Accessibility addresses the availability and ease of using the
services while acceptability addresses the more interpersonal aspects of care such as providers
respect, caring, and cultural sengtivity. Thus, consumer satisfaction data should serve asthe basis
for these important assessments.

Quadlity of hedlth care, particularly the technica and process ements, can probably be best assessed
by objective measures such as the JCAHO accreditation process and the Hedlth Plan Employer
Dataand Information Set 3.0 (HEDIS 3.0) evauation process.

Findly, with the rgpidly growing American Indian and Alaska Native service population, it is
necessary to continuoudy find ways to expand services, or hedth status will decline. Thus, thefind
critical element of hedlth care is coverage and efficiency which is an assessment of who gets what
sarvices, and the rdative cogts for doing so. Aswith the outcome and impact indicators to be used,
performance indicators from workload data will be sdlected in collaboration with tribes, urban
programs and triba organizations. These data dementswill quantify high priority servicesin
conjunction with cost estimates.

Strategic Objective 3: Assure Partner ships and Consultation

To assure that 1/T/Us, and IHS Area and Headquarter s achieve a mutually acceptable
partnershlp in addressing health problems.:
providing adequate opportunities for 1/T/Us and American Indian and Alaska Native
organizations to participate in critical functions such as policy development and budget
formulation
assuring that 1/T/Us have adequate information to make informed decisions regarding
options for receiving health services

RATIONALE AND ASSESSMENT APPROACH

Credting effective partnerships with 1/T/Us and triba organi zations has become increasingly essentia
to the Misson and God of the IHS. To achieve the trust essentid for this partnership and
collaboration to effectively occur requires full disclosure by the IHS and ahigh leve of I/T/U
participation in the important business of the Agency.  The mechanism and eementsfor this
relationship should be specified in aforma IHS policy. The assessment of these ements can only
be made from the I/T/U perspective, and thus requires a survey of dl, or asamplefrom dl, 1/T/Us.




This survey should be developed with adequate tribal representation to assure the survey isvaid and
appropriate for eva uating these dements of IHS performance.

Strategic Objective 4. Perform Core Functions and Advocacy

Consistent with the IHS Mission, Goal and Foundation, to effectively and efficiently:
advocate for the health care needs of the American Indian and Alaska Native people
execute the core public health and inherent federal functions

RATIONALE AND ASSESSMENT APPROACH
Core functions represent essentid public hedlth and adminigrative functions the Agency must




continue to effectively accomplish but with asgnificantly downsized infrastiructure. Sdlecting
performance indicators for these functionsiis vitd in assuring the long-term hedth and viahility of the
Agency and its Misson and God. Advocacy isasomewhat more abstract concept but essentidly
means proactively acting to raise focus (i.e., atention, awvareness, interest, and hopefully support) on
Issues relevant to the hedth of American Indian and Alaska Native people. Performance indicators
for advocacy can include a variety of process measures such as monitoring the number of
collaborative agreements with other Agencys or organizations to enhance hedth services, and
documentation and reporting to Congress of identified and emerging hedlth problemsin the service
population.

Assessment of the Agency s efficiency in meeting core functions can be assessed by monitoring the
percentage of the IHS budget directed at these adminigrative functions. Thus, the god will beto
maintain these functions at an adequate level, based on our compliance with Federd requirements,
while atempting to reduce the size of the Agency sadminidrative overhead. This reprogramming
of resources to support enhanced hedth servicesis adirective of the IHDT, and should therefore be
monitored as an eement of performance.

V. Key FactorsInfluencing Success

While amultitude of externd key factors could influence the Agency s ability to accomplish these
Strategic Objectives, the following six factors will probably represent the most significant
determinants of success over the next three years.

Per Capita Funding

Since its inception, the IHS has demondtrated the ability to effectively utilize available resources to
improve the hedth satus of the American Indian and Alaska Native people including dramatic
improvements in mortality rates between 1972 and 1993, including:

infant mortaity reduced 54%

Y ears Potentid Life increased 54%

overal mortality reduced 42%

maternal mortality reduced 65%
gastrointestina disease mortdity reduced 75%
TB mortdity rate decreased 80%

While funding for the IHS grew considerably through much of its higtory, per capita funding for the
hedlth care of the American Indian and Alaska Native people has never surpassed one hdf the
annua hedth expenditures of that of the generd US population. It is discouraging that despite
acheving sgnificant results, funding has been even less favorable in recent years. Since FY 1992, the
IHS has had to absorb $323 million in unfunded fixed cost increases (inflation) which have resulted in
amogt a 20 percent reduction in congtant dollar per capita funding for hedth services. During this



same time period, and particularly snce FY 1993, there has been a sgnificant trangtion to tribal
management of health programs under Titlel and 111 of the Self-Determination legidation. This
pettern, and the accompanying decentralization of many functions, has resulted in aloss of economies
of scae, particularly for the public hedth infrastructure. It is aso worth noting that this decentrdizing
trend isin the opposite direction of trends in the hedlth care industry for most of the country. Thus, it
iscritica for Congress, OMB, and the DHHS to redize that the trangtion to increased triba
management does require more resources, particularly in the short-term, but is essentid for the Sdlf-
Determination process, loca capability development, and loca program effectivenessin the long-
term.

If the IHS isto accomplish its Strategic Objectives, it is essentid that per capita funding for hedlth
services be gabilized, if not increased, as well asincreasing support for Sdf-Determination. Of
greatest concern, if the per capita funding continues to decrease, it islikely that access to hedth
services will be decreased and ultimatdly the health status of American Indian and Alaska Native
people will decline. Preliminary evidence support that declines in hedth services are dready
occurring.

Reauthorization of the Indian Health Care Improvement Act

The origind legidation which was passed in 1976 has served asa foundation for much of the
progress in health status for American Indian and Alaska Native people over the last two decades.
The reauthorization of this act could potentialy do much to bolster the eroding public hedlth
infrastructure and restore and expand essentid health services to the growing population. The IHS
role in the reauthorization processis limited by statute to providing informetion to Congress and
interested parties. Triba and urban involvement in this endeavor, however, are less constrained and
itiscritica that the IHS serve its legd advocacy role to assure that their needs and vison are
incorporated into the deliberations. Without a strong and well considered Indian Hedth Care
Improvement Act in place to set the tone and mark the future course for decisions regarding budget
and hedlth priorities, the future of Indian hedlth care programs could be adversely affected.

Third Party Collections

The IHS has developed a Business Plan (Appendix A) as part of the strategy designed to ded with
change and mest financid chalengesin coming years. Pragmatic business practices are one
ingredient to assure that Indians hedlth programs remain solvent. The IHS Business Plan has
recognized the opportunity of enhancing available program resources through improved mechanisms
of securing digible third party reimbursements.  Under this plan, improving third party collections has
become amgor emphasisfor dl 1/T/Us, however, changesin policy a HCFA or a the Sate level
can dramaticaly influence the IHS' ability to gain these critically needed resources.

Reor ganization and I mproved Technologies



Clearly, opportunities exist for increased efficiency through reorganization and streamlining which
was amgjor god of the IHDT reorganization plan. The degree to which thisgod is redized will likely
be determined by both the functiond qudity of the reorganization plan (i.e, isit rationd, efficient and
effective given the Agency s responghilities) and the counterbaancing levels of buy-in and resistance
that dl affected stakeholders carry into the change process.

Two rdated grategies of the IHDT plan offer Sgnificant potentid for enhancing the Agency s
efficiency and effectiveness. First, amgor strategy of our reorganization is to increase economies of
sca e through enhanced collaboration across disciplines within the Agency. The second relatesto
increasing the number of mutualy beneficid collaborative working relationships with other Federd,
date, locd, and private organizations.

Whileit istoo early to assess the effectiveness of our reorganization plan, we have been proactively
attempting to address the issue of the acceptability (i.e., buy-in) of our reorganization plan with our
staff. Four IHS gtaff have been trained to facilitate Dr. William Bridges “Trangtion Management”
gpproach to enhance staff s coping capacity to the emotiona stresses of downsizing and
reorganization. The IHS has provided this experientid training to severad components of the Agency
and intends to continue making thistraining available to Saff. Addressing the human sde of change
Isnot aluxury, but an investment that will profoundly contribute to the Agency ssuccess.  Additiond
training to asss saff work more effectivey in multi -disciplinary teems will become increasingly
important in accomplishing more with [ess. On going training resource support from the Department
will be critical to the IHS success with trangtions.

Findly, improvementsin technology and/or improvementsin the implementation of existing
technology islikely to profoundly affect the redization of the IHS Strategic Objectives. It is
increasingly evident that expangon in the use of information technology has the potertid to dlow the
IHSto do morewith less at dl levels of the organization. Equaly sgnificant benefits may be secured
by technologic improvements in the treetment and prevention of diseases. Such improvementsin
consumer services have aready been demonstrated through gpplied research in IHS and tribal clinics
in collaboration with severd research inditutions, and the potentia for even more collaboration is
very real. For instance, the impact of a break-through technology in preventing or controlling
diabetes could be staggering, both economicaly and in terms of reducing human suffering.

Transitionsto Tribal Management and Managed Care

Both the rate of trangtion to tribal management of hedth care and the more globd trangtion of the
country s hedlth care systems to the multitude of managed care moddsislikdy to influence the
Agency s ability to achieve its objectives. However, it is difficult to forecast in which direction and
how these changes could influence “results”

On one hand, it is possible that arapid continued transfer of control and resources to tribes (without
adequate trangtion funding) could serioudy fragment the Agency s dready diminished public hedth
infrastructure and result in reduced services and support to remaining direct care tribes, and in the



Agency sinability to meet inherent federa functionsincluding the GPRA. From another perspective,
the transfer of resources and management contral to tribes could free them to innovate, develop
aternative resources, find new mechanisms for building facilities, enhance patient care, and ultimatdy
improve outcomes. Perhaps the most likely result may be that elements of both of these scenarios
will be occurring Smultaneoudy and the issue of baancing priorities will become extremdy sengtive
as discussed later in this section.

The long-term effects of the country s diverse hedlth care reforms, particularly at the sate leve, and
the rapid emergence of managed care modesis even more difficult to assess. How well the IHS and
tribes interface with these changes, maximize opportunities, and overcome obstacles will undoubtedly
be pivota to success in securing access to services and improving health outcomes.

Regulations and Requirements

With the sgnificant reduction in IHS gt&ff at the Area and Headquarters level (in excess of 60% in
some settings), demands on staff have frequently become overwhelming. While the intent of the
Reinventing Government initiatives and the Nationa Performance Review (NPR), including the
GPRA, were to reduce red tape and government process, increase flexibility, and alow programsto
focus on customers and results, the experience of most IHS gt&ff is that the much anticipated
reduction in low vaue “process’ has not occurred. To the contrary, new reporting demands of the
CFO, GMRA, ITMRA and growing list of requirements attached to the GPRA have actualy
increased demands for process and often with considerable redundancy. On top of these demands,
a congderable number of meetings and/or reporting requirements that often surface with little lead
time with the inference that they are “urgent” and/or “important,” have frequently turned out to be
arguably neither, but take away from significantly reduced gaff s ability to serve the customer and
focus on results. If thistrend continues, the goa of both the NPR and GPRA can be compromised
because of the disconnect between the intent and rhetoric and what staff actualy experience.

Another area where existing regulations and requirements could be more flexible and user friendly is
personnel management.  The IHS continues to struggle with recruitment and retention &t field Stes
because of limitationsin the available personnd systems. In addition, these same systems and

regul ations have made downsizing difficult. Current incentives make the use of the “naturd atrition”
gpproach to reach downsizing targets the easiest in the short run, but can leave deficienciesiin critica
functionsin thelong run. The redlization of al of our objectives would be more likdy with
improvements in existing personnd systems or the creation of new systems which would better
address the recruitment, hiring, development and support, and retention of highly capable and
committed employees, and fair and effective mechanisms for removing those who do not perform.
The Department s “ Quality of Work Lifée’ initiative gppearsto offer potentiad benefits relative to
some of these issues.

The IHS supports the process and intent of the GPRA as a means to achieving success. It is based
on the same fundamenta principles that have underpinned the public hedth approach we have used



for over 40 years and has resulted in Sgnificant improvements in the hedlth status of American Indian
and Alaska Native people. However, it is aso evident that successin achieving our Strategic
Objectivesis also dependent on cooperative efforts with Congress, the Department, OMB, and
othersin reducing the bureaucratic burdens the IHS is facing, revising conflicting laws, and enhancing
flexibility and opportunities to follow our Guiding Principles and devote maxima energy towards
our Mission, Goal, and Foundation.

Finding Balance Under a Multitude of Demands

Even if trends in the factors identified above are rdatively favorable to the IHS, amgor chdlenge the
Agency will continudly be facing is the delicate task of balancing priorities, particularly when
priorities are Sometimes in conflict with each other. With reductionsin the public hedth and
adminidrative infrastructure, balancing legitimate needs and demands from the following incomplete
ligt of priorities will become an increasingly difficult task:

focusing on preventing diseases

focusing on treating existing diseases

investing in research, planning and evauation

investing in Saff development and empowerment

investing in services to consumers

supporting and enhancing aternative methods of developing needed infrastructure
investing in the infrastructure needed to provide high qudlity efficient services
supporting and enhancing direct care programs

supporting and enhancing triba and urban programs

being responsive to the needs and concerns Congress, the DHHS, OMB, etc.
being responsive to the needs and concerns of 1HS staff

being responsive to the needs and concerns of Indian people

While these are by no means mutualy exclusive priorities, they are critica dements of program
success that are strongly influenced by science and technology, management, and politics. All of
these factors must be carefully balanced through continuous diaog with dl stakeholders, but
particularly with the American Indian and Alaska Native people we serve. Clearly our ability to
fecilitate this dialog and to achieve the best possible balance will be alarge determinant of our
successwdll into the next century.

VI. Program Evaluation

Throughout its existence, the IHS has utilized a variety of evaluation gpproaches to assess the
structure, process, and outcome of the hedlth care it provides. Relative to structure and process,
the IHS has used the accreditation of facilities as one important benchmark. Since 1996, al hospita
and digible clinics have been accredited by the Joint Commission on Accreditation of Hedthcare



Organizations. Furthermore, since 1990 six of nine Regional Treatment Centers have been
accredited, and the remaining three are preparing for accreditation. The IHS remains committed to
mantaining thisleve of excdlence in the future.

A mgor gep in the grategic planning and management process is the evauation of current results
and the measurement of agency performance. In assessing IHS gtrategic plan performance, Agency-
wide, an evauation process continues to evolve that enables the IHS to monitor and take corrective
action throughout the gtrategic planning cycle. Analysis of test results of the IHS drategic planning
model confirmed that summary level resource and outcome data could be linked to Strategic
objectives on an Areaand nationd basis but that disaggregation of data to sub-Area unit levels could
not establish relidble linkages to Strategic objectives. A brief discussion of existing data systems used
by the IHS to evauate effectivenessis germane.

The Indian Hedlth Service (IHS) utilizes outsde (non-1HS) and IHS data sources to manage and
evauate its diverse programs and assess health outcomes. The two principa outsde data sources
are the Bureau of the Census and the Centers for Disease Control and Prevention, in particular, the
Nationa Center for Hedth Statistics (NCHS). The Census Bureau is the source of Indian
population counts and socia and economic data. However, reliable Indian census data a the county
level are only available from the decennia census, every 10 years.

The NCHS provides IHS with natality and mortdity files that contain dl births and deaths for U.S.
resdents, including those identified as American Indian or Alaska Native. Thereis miscoding of
Indian race on death certificates which underdates Indian mortality especidly in areas not associated
with Indian reservations. While the IHS has devel oped some techniques for adjusting for miscoding
the chief limitations of mortality data are associated with time lags, i.e., the data are not typicaly
available from NCHS until three years after the events occur. This delay in recaiving mortdity deta
limitsits usefulness in assessing theimpact of hedth interventions.  Due to these congraints, IHS has
chosen not to use mortality data for annua performance plan indicators except in specid
circumstances, but will continue to use mortdity detafor tracking long-term trendsin Indian hedth
status and to make comparisons with other population groups.

The IHS dso continuoudy evaluaesiits programs with its own program information systems that
collect data on the services provided by IHS and tribal direct and contract programs. The software
used by IHS facilities and most tribal facilities is the Resource and Patient Management System
(RPMYS). Dataare collected for each inpatient discharge, ambulatory medical vist, and dentd vist
(al patient specific) and for community hedth service programsincluding health education,
community hedth representatives, environmenta hedlth, nutrition, public hedth nurang, mentd hedlth
and socid services, and substance abuse (dl activities reporting systems). The patient- specific data
are collected through the Patient Care Component (PCC) of the RPMS.

Each facility that utilizes PCC has afacility-level database that contains the detailed PCC data
collected at that Ste. A subset of the detailed PCC data (to meet the routine information needs of
IHS Headquarters) is transmitted to the IHS central database. PCC data are the source of most of
IHS GPRA measures snce they reflect prevention activities and morbidity and do not have the time



lags described above for mortdity data. However, many of IHS proposed measures for the GPRA
will rely on detailed PCC data not currently transmitted to the IHS central database. IHS is
developing software to tranamit some of these needed data items to the centra database. In the
meantime, IHS will need to use sampling routines to collect the required data from the individua
fedlity-level databases. In some cases, the required data for a measure may not be part of PCC or,
if it is, may not be coded at some facilities. Loca surveys may need to be utilized in these areasto
capture the required data. The degree to which these activities will be achieved islinked to available
infrastructure to address these demands, which in turn is determined by budgets and the many
competing priorities.

The IHS program information systems collect data only for persons accessing the IHS- sponsored
hedth care syslem. Since these data are not population based, true prevaence and incidence rates
cannot be calculated. The data can be used to gpproximate these rates, in other words, good proxy
prevalence and incidence rates can be calculated from the IHS program databases. IHS would like
to be able to use the population-based results of national health surveys, such as the Nationd Hedth
Interview Survey conducted annudly by NCHS. Thisis not possible now since nationd hedth
surveys are not designed to properly sample Al/AN people to produce statisticaly-rdiable results.
The IHS is currently working with the Department of Hedlth and Human Services and NCHS to
develop along-term srategy that will at least periodicaly provide reliable information for targeted
Indian groups.

The IHS and tribes are moving into a new information systems environment. Thisis caused by: @)
the tribal takeover of the program and the associated tribal option on whether or not to report the
same program datainto the IHS central database as |HS providers report, b) new reporting
requirements being prescribed by other federd agencies, e.g., the Hedlth Care Financing
Adminidration, States, etc., and ¢) changing information technologies. The IHS and the tribes plan
to develop new information systems Strategies and policies. Specificdly , the IHSisengaged in a
study to developed automated cost accounting capability in concert with hedth services and hedlth
datus information. Therefore, the current IHS information structure and network will change
sgnificantly in the next five years. This change will probably require adjustments, hopefully
Improvements, to the way the GPRA measures are calculated.

At the present time, the best single compilation of the program data and hedlth status assessments
thus far discussed in this srategic plan is published each year in two documents. Trendsin Indian
Health (Appendix B) and Regional Differencesin Indian Health (Appendix C). The Trends
publication presents information on trends in Indian hedth status (1972- present for mortality data
and 1955 to present for patient care data) for IHS in the aggregation in comparison to the U.S.
generd populaion. The companion document, Regional Differences, showsthe current state of
Indian Hedlth status by regiorn/Areain comparison to the IHS aggregate and the U.S. generd
population.

A find evauation process utilized by the IHS is the annua research and evauaion (R & E) cycle
which isan annud cdl for proposas covering dl hedth program evauation, policy andysis, and



hedth servicesresearch.  This cycle follows the Department’ s policies on evauation and is annualy
submitted first as a plan and at the conclusion of the cycle asareport. Thegod of theI[HSR & E
cycle isto support the strategic plan and provide IHS policy makers, AI/AN tribes and
organizations, and DHHS and other Federa agencies with valid and rdiable information to improve
programs, to determine their effectiveness, support budget requests, and to implement long range
plans.

Since tribes play such an integrd part in the IHS programs, accurate eva uations must depend upon
ther involvement. With thisin mind, the IHS encourages not only conventiond evauation
approaches, but has aso adopted and implemented a responsive-naturdistic method of evauation
(fourth generation). The IHS attempts to incorporate the claims, concerns, vaues, and issues of dl
stakeholders. Depending upon the eva uation being conducted, stakeholders can include IHS
program staff, tribes and other Indian communities, DHHS staff, other federd agency steff, etc.
Assessments are made not only through data analys's, but through negotiation and collaboration. In
thisway, socid and politica issues which affect the Indian community receive condderation. More
specificaly, responsive evaluation moves beyond mere science-just getting the facts-to include the
myriad human, palitical, socid, culturd, and contextud dementsthat are involved; with the key

dynamic being negotiation.

Evauation is a continuous process, and one needs to monitor the program at dl stages of its process.
The shared control of the evauation process (IHS, tribe, and evauator) alows a sharing of roles
which leads to a clearer perception of the overal health Situation. Human nature dictates that people
will work more diligently toward successif they have their own interests at stake. The IHS has
successfully asssted a number of Areas and tribes using the respongive evauation principles.
Evduation results are disseminated through IHS evauation briefing books, briefings hdd for IHS
daff on resultsof sudies, use of symposia and through periodic briefings held at Area Offices.

The IHS evauation methodology indtitutes such continuity and shared control with a cyclica process.
IHS Area and Associate Directors are asked through an annud call for proposasto provide
possible areas for evaluation study. These proposals are reviewed and rated by apanel of subject
matter experts and eva uation experts and reviewed by IHS staff for more pecific concurrence with
IHS annua objectives, long range goas, areas of emphasis, etc. Proposds are then prioritized and
forwarded to the IHS planning and eva uation officer and then to the Director, IHS, for find review
and gpprovad. An andysis of the evauation results reved s patterns and improvements used to
incorporate a policy analys's gpproach. Questions guiding the evauative process would be: What
parts of the program led to the improvements? Where can adjustments be made to better the results
in the future? How do tribes view these programs? Do the tribes believe changes are necessary?
Theinitid results and the answers to such questions bridge evauation and policy and create the
policy issues. Then, the evduation cycle begins again.

Although most of the studies that IHS conducts are quditative in scope using existing databases of
specific program components, there are studies, which IHS realizes are necessary and more



gppropriate in answering questions related to budget and planning, that are more quantitative in
naure.

In summary, the Agency's gpproach to evauation planning makes use of evauation theory including
proven principles of stakeholder involvement and negotiation. This evauation planning gpproach is
consistent with and supports the IHS Strategic Plan and the Annua Performance Plan.



